Abstract
Results
Forty-five of the 50 strategies were used by at least half of all participants and about one third of all participants perceived almost 50% of all strategies as (very) helpful. The most used strategies, such as 'finding strategies to create pleasurable distractions', 'engaging in leisure activities' or 'identifying the cause of the depression', were not always perceived as most helpful. In addition, the perceived most helpful strategies, such as 'completing treatment' and 'leaving the house regularly' were not always the most used ones.
Conclusions
Patients use and perceive a wide range of self-management strategies as helpful to recover from their depression. Patients use and perceive strategies about engagement in treatment and physical activities as being most helpful. These finding may contribute to the further development and implementation of self-management programs for the prevention or the rehabilitation of depression. 
Introduction
Participants had to meet the following inclusion criteria: (1) 18 years or older; (2) recovered from a major depressive episode (MDE) within the last 3 years, (3) diagnosed by a professional; and (4) sufficient command of the Dutch language. Participants were excluded based on the following criteria: (1) clinically diagnosed with bipolar disorder; (2) incomplete or missing data regarding age or gender; and (3) score below 5 (no depression) on the Patient Health Questionnaire-9 (PHQ-9) regarding their last depressive episode [23] . Bipolar disorder was assessed by a question to agree or disagree with 'I do not have a bipolar or manic-depressive disease'. "Recovery" was assessed by a question 'Have you been recovered from depression in the last 3 years? ' We aimed to recruit about 200 participants and used various methods: (a) we posted a request for study participation on several depression-related patient-websites; (b) we sent an e-mail request to the members of the Dutch patient organization "Depression Association"; and (c) we requested health professionals (psychologists, psychiatrists) working in various Dutch mental health institutions to invite their patients after treatment completion for study participation by giving an information letter. The information letter explained the objectives of the study, eligibility for study participation and provided a link to the secured, anonymous online survey platform.
The study was presented to the Medical Ethics Committee of the Academic Medical Center in Amsterdam. In line with the Dutch legislation, this Committee decided that the study did not require formal ethical review as participants were recruited on a volunteer basis and were not requested to undergo any potentially incriminating intervention and their participation was anonymous.
Assessments
Using the 50 self-management strategies identified in our previous qualitative study with patients recently recovered from an episode of major depression [22] , we developed an online survey (SurveyMonkey.com) to assess the use of self-management strategies and their perceived helpfulness. Prior to distribution of the survey, a pilot panel of experts, including patients (n = 13) and mental health professionals (n = 10), critically reviewed the items independently for their clarity and applicability. Based on their comments, the survey was adapted. For each of the 50 self-management strategies participants were first asked whether they had used that strategy during their most recent episode of depression ('yes' or 'no'). If they did so, they were asked to indicate how helpful this strategy had been for the recovery of their depression on a 5-point Likert-type scale (1 = 'not helpful at all' and 5 = 'very helpful').
Depression severity during the most recent episode was assessed with the 9 questions of the PHQ-9 [23] . A 19-item questionnaire was developed to assess sociodemographic and clinical characteristics for subgroup comparisons.
Data analysis
Data were analysed using the Statistical Package for the Social Sciences (IBM SPSS, version 21) for Windows [24] . Descriptive statistics were used to summarize the data such as sociodemographic and participant variables. For each self-management strategy, we first calculated the percentage of users and non-users. We then calculated the percentage of participants who used a certain strategy and perceived its use as 'helpful' or 'very helpful' (score 4 or 5).
Results

Participant characteristics
Of the 236 participants who started the survey, 193 (81.8%) met eligibility criteria. Of the 43 participants who were excluded, 23 had bipolar disorder, 11 had a PHQ-9 score < 5 during their last MDE, eight had an MDE more than three years ago and one had missing data on more than 20% of the strategies. Some participants met several exclusion criteria.
Demographic and clinical characteristics of the 193 eligible participants are presented in Table 1 : 78% female, mean age 40 years (SD 13.5), 60% married/partner, 65% employed and 32% living alone. The mean PHQ-9 score during the last depressive episode was 18.68 (SD 4.98), indicating moderately severe to severe depression. 85% had two or more earlier episodes of depression, and 83% had a positive family history of depression.
Most used strategies and their perceived helpfulness
With regard to the first research question ('which self-management strategies are used most by patients with depression'), we found that 15 of the 50 strategies were used by more than 75% of the participants (by 76-91%), 30 strategies were used by 50-75% of the participants and only 5 of the 50 strategies were used by less than 50% of participants (see Fig 1) . Thus, 45 of the 50 strategies were used by at least half of all participants.
With regard to the second question, we found that only one of the 50 strategies was perceived as (very) helpful by more than 60% of the participants (61%) and that only 15 strategies were considered as such by 35-60% of the participants. Most strategies, namely 35, were perceived as (very) helpful by less than 35% of the participants of which 5 were considered as such by less than 15% of the participants. Table 2 provides a detailed overview of all 50 strategies with corresponding percentages of use and perceived helpfulness.
The relationship between the percentage of strategies used and the percentage perceived as (very) helpful is also shown in Fig 1. The figure indicates that the most used strategies are generally the most helpful ones. However, the figure also shows that the most used strategies (strategy 3 'finding strategies to create pleasurable distractions', strategy 9 'engaging in leisure activities', or strategy 1 'identifying the cause of the depression') were not always perceived as most helpful. Also, the strategies perceived as most helpful (strategy 5 'completing treatment', strategy 38 'leaving the house regularly' or strategy 2 'overcoming problems with concentration by creating to-do lists') are not always the most used ones. Reflecting on those upper rightmost used and perceived most helpful-strategies, one could not unambiguously identify a common theme, although (physical) activity related strategies are well represented. The lower left strategies also show a clear correlation: The least used strategies are perceived the least helpful ones. Only 21 participants (11%) have used strategy 30 'writing a weblog', with only 10% appreciating the strategy. Similarly, only 61 participants (32%) used strategy 40 'restricting the time spent on worrying', and only 13% perceived the strategy to be very helpful. Participants seemingly explore and use all kinds of strategies, with a risk of not being helpful.
Discussion
This study explored whether the 50 self-management strategies previously identified by patients for their recovery from depression, were actually used by them and which strategies were perceived as being most helpful. To the best of our knowledge, this is the first study evaluating the subjective effectiveness of these strategies by almost 200 participants of whom most had suffered from severe and recurrent depression.
Interestingly, although 'avoidance behaviour' as a reflection of the apathy and anhedonia that are core symptoms of depressive illness [25] , patients mainly used and experienced other strategies as most helpful, e.g. strategies that focus on defining depression (e.g. 'acknowledging that depression is a disease', 'identifying the cause of the depression') and engaging in physical activities (e.g. 'leaving the house regularly', 'engaging in moderate physical activities', 'engaging in sports activities). These results support-from the patient's point of view-intervention https://doi.org/10.1371/journal.pone.0206262.g001
Self-management strategies for depression studies that show the efficacy of self-management strategies as exercise or physical activity to reduce depression symptoms [26] . Furthermore, while the survey investigated particularly self-management strategies to be useful in daily life coping with depression, participants perceived 'completing treatment', 'organizing that a therapist is accessible' and 'finding a different therapist when there is limited progress' to be among the most useful strategies. Patients apparently perceive an active and critical attitude towards professional treatment as part of self-management, which indicates that professional support is not only accepted, but is also a critical part of their personal struggle with depression. So, one may speculate that self-management must be supported in alliance with a professional framework. Of course we were interested to summarize the 50 strategies in a number of overarching self management themes. However, an exploratory factor analysis was not successful and we decided to exclude the results from this report. First, 17 of the 50 strategies had to be excluded, due to low factor loadings (<0,4). Secondly, the four identified factors together explained only 32% of the variance and third, the themes appeared not distinctive enough to help us in better understanding the concept self-management.
A question that arises is how exclusive are self-management strategies for depression only? Because, our set of strategies shows overlap with those that have been found in other studies of (minor to chronic) depression [19, 21, 27 ], but also with those for other mental disorders such as anxiety and bipolar disorders [5, 15] . More interestingly we also found quite some overlap with self-management strategies for chronic somatic diseases like asthma or diabetes [8, 28] . These self-management strategies mostly include changing life habits, behavioural activation and improving communication with the professional, family and friends. These results from different studies suggest that the same basic abilities are needed to efficiently manage one's disease, regardless of it being a mental or somatic disease.
To create a simple overview for patients and professionals to use self-management strategies in clinical practice, it would be helpful if they were united into a core generic set of strategies for all chronic diseases [29] . An addendum with some unique strategies for the specific diseases may be necessary, such as 'making sure you have a good day-night rhythm' for depression. Especially for depression, a generic approach may help diminish the stigma [30] , due to the realisation that depression is a disease like any other.
Despite today's interest in self-management in mental health care, self-management for chronically mental ill patients remains relatively underdeveloped in Europe [31] . Furthermore, the various professional guidelines for depression hardly pay attention to self-management as a new approach in the treatment of depression [32] [33] [34] . For example, the only sentence in the depression guideline of the American Psychiatric Association [32] is about cases of incomplete recovery: 'the professional should add a disease management component to the overall treatment plan . . . such as developing self-management skills' (p.53). The results from our study add to the understanding of which strategies are actually used and perceived as helpful and may contribute to the development of new guidelines. This research has been a first step in exploring the actual use and helpfulness of self-management strategies. However, since we measured the 'patients' perspective', we cannot say more than those are the results from 'their' perspectives whether a participant did or did not recently used a particular strategy. The number of strategies was based on a foregoing qualitative study in which we explored the experiences of patients who recently recovered from a depressive episode about their own contribution to recovery during brainstorm sessions. The brainstorms resulted in 50 strategies which were included without selection in our questionnaire.
The perspectives of people are obviously subjective, and there is still a question for future research to find out e.g. to what extent the patients really used the strategies that they mentioned in an accurate way. An idea for the future could me to develop a structured depression self-management programme with the help of the results of this survey. The effectiveness of such a programme should be tested in a randomized clinical trial with a sufficient number of participants in order to determine whether the perceived helpful self-management strategies actually help in clinical practice. Next, no simple package or recipe suits every patient. Therefore, a personalized strategy selection may be needed for every patient that should be made in close collaboration of the patient and the professional.
Strengths and limitations
Our study has several strengths. First, the use of qualitative data of the patient's perspective in the development of a survey to obtain more quantitative data about the actual use and perceived helpfulness of strategies guarantees the ecological validity of the survey. Second, although this was a first exploration, use of a survey allowed us to examine self-management strategies in a relatively large and clinically diverse sample.
Of course the study also has limitations. A first limitation concerns the cross-sectional nature of the study, which makes it hard to estimate the actual influence of self-management on recovery. Prospective research is needed to better understand the association between the use of self-management strategies and clinical outcomes, while considering the stage or phase of the depression. Second, all measures relied on retrospective self-report and no data from medical records were available. Third, limiting the sample to those who have recovered from the depressive episode reduces the generalizability of the findings. We consciously discriminated this 'recovered' sample from a 'currently depressed' sample because strategies they use to recover or to cope with depression differ (van Grieken et al 2014). The sample was characterized by more severe and recurrent episodes of depression, which also means more 'experienced' patients. This selection might imply that our sample is a selection of patients who consider themselves as successful in self-management. Fourth, another limitation is that our sample was a culturally and ethnic homogeneous sample, which also did not include adolescents or older people. Future research might focus on differences between subgroups according to their use of self-management strategies.
Conclusion
It can be concluded that there are a substantial number of self-management strategies that patients can use and perceive as helpful to recover from their depression. Patients used and perceived strategies about engagement in treatment and physical activities as being most helpful. This set of self-management strategies may be a valuable support to the current use of professional psycho-education and behavioural treatments for depression to empower patients and promote active engagement in their own care. We expect that patients are more motivated to use the strategies that promote engaging in activities instead of avoidance behavior with the knowledge that other patients perceived them as very helpful during their recovery.
Practice implications
The most used strategies were not automatically perceived as the most helpful. We hypothese that each patient possibly uses a unique personalised mix of strategies, that suits his or her particular needs and interests, and that may change according to circumstances and over time. Therefore, we think that a focus only on the top 10 most used or perceived most helpful strategies would neglect the many other strategies that also were perceived helpful. We suppose a personalized selection is needed and the use of shared decision making as the preferred selection process [26] .
This wide range of self-management strategies may help individual patients, self-help groups, carers and professionals to expand their treatment options. Professionals may discuss the strategies with their patients and carers during treatment and emphasize those strategies perceived as most helpful by other patients. Furthermore, these findings may contribute to the further development of a comprehensive self-management tool and to the implementation of self-management programs for the prevention or the rehabilitation of mild to severe, recurrent or chronic depression. Future research is needed to investigate the effectiveness of the strategies and to explore how the strategies could be introduced and supported in day-to-day life.
